VERY 


way 


Morbidity and Mortality Weekly Report 


www.cdc.gov/mmwr 





Weekly 


November 16, 2007 / Vol. 56 / No. 45 





Acute Respiratory Disease Associated with Adenovirus Serotype 14 — 
Four States, 2006-2007 
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the week before her death. 


Postmortem tracheal and gastric swabs from the infant 
were sent to the Wadsworth Center laboratory of the New 
York State Department of Health, where adenovirus was 
detected by polymerase chain reaction (PCR). Adenovirus 
also was isolated by culture, confirmed by immunofluores- 
cence assay (IFA), and typed as Ad14 by antibody neutral- 
ization assay. Analysis at CDC identified the same unique 
genetic sequences in this isolate as were later identified in 
the Ad14 isolates from the three 2007 clusters. 

Autopsy and histologic findings at the Office of the Chief 
Medical Examiner in New York City included presence in 
the lung of chronic inflammatory cells with intranuclear 
inclusions, consistent with adenoviral bronchiolitis and acute 
respiratory distress syndrome. Investigation by the New York 
City Department of Health and Mental Hygiene has not 


identified any other local cases of Ad14 illness. 


Oregon 

In early April 2007, a clinician alerted the Oregon Pub- 
lic Health Division (OPHD) regarding multiple patients 
at a single hospital who had been admitted with a diagno- 
sis of severe pneumonia during March 3—April 6. A total of 


17 specimens were obtained from patients; 15 (88%) 
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Washington 


On May 16, 2007, the Tacoma-Pierce County Health 


epartment notified the Washington State Department of 
Health (WADOH) of four residents housed in one unit of 


sidential-care facility who had been hospitalized recently 
for pneumonia of unknown etiology. The patients were aged 
62 years; three of the four were female. One patient 
1 acquired immunodeficiency syndrome (AIDS); the 
three others had chronic obstructive pulmonary disease. 
All four were smokers. 
Che patients had initial symptoms of cough, fever, or 
tness of breath during April 22—May 8, 2007. Three 
tients required intensive care and mechanical ventilation 
severe pneumonia. After 8 days of hospitalization, the 
itient with AIDS died; the other patients recovered. Res- 
tory specimens from all four patients tested positive for 
adenovirus by PCR at the WADOH laboratory; isolates 
were available from three patients, and all three isolates 
identified as Ad14 by CDC. Ad14 had last been iden- 
tified in an isolate from a patient from Washington in May 
2006, marking the first identification of Ad14 in the state 
since 2004. Active surveillance among facility residents and 
staff did not identify any other cases of Ad14 illness. 


Texas 


Since February 2007, an outbreak of cases of febrile res- 
piratory infection™ associated with adenovirus infection has 
been reported among basic military trainees at Lackland 
\ir Force Base (LAFB). During an initial investigation, con- 
ducted from February 3 to June 23, out of 423 respiratory 
pecimens collected and tested, 268 (63%) tested positive 
for adenovirus; 118 (44%) of the 268 were serotyped, and 
106 (90%) of those serotyped were Ad14. Before this out- 

ak, the only identification of an Ad14 isolate at LAFB 
occurred in May 2006 (J). 

During February 3—June 23, 2007, a total of 27 
patients were hospitalized with pneumonia (median hos- 
pitalization: 3 days), including five who required admis- 

to the ICU. One ICU patient required extracorporeal 
nembrane oxygenation for approximately 3 weeks and 
nately died. All 16 hospitalized patients from whom 
swabs were collected, including the five 
patients admitted to the ICU, tested positive for Ad14. 
Fifteen of these hospitalized patients tested negative for other 
respiratory pathogens, and one patient had a sputum cul- 


that was positive for Haemophilus influenzae. 





fever >100.5°I 38.1°C) plus at least one other sign ot symptom 


s or 2) diagnosis of pneumonia 


All health-care workers from hospital units where train- 
ees had been admitted were offered testing for Ad14, 
regardless of history of respiratory illness. Of 218 health- 


care workers tested by PCR, six (3%) were positive for 


Ad14; five of the six reported direct contact with hospital- 


ized Ad14 patients. 

Prevention measures implemented during the outbreak 
included increasing the number of hand-sanitizing stations, 
widespread sanitizing of surfaces and equipment with 
appropriate disinfectants, increasing awareness of Ad14 
among trainees and staff members, and taking contact and 
droplet precautions for hospitalized patients with Ad14. 
Beginning on May 26, trainees with febrile respiratory ill- 
ness were confined to one dormitory and both patients and 
staff members were required to wear surgical masks. 

Cases reported postinvestigation. Since the investiga- 
tion, new cases of febrile respiratory illness have continued 
to occur at LAFB, but the weekly incidence has declined 
from a peak of 74 cases with onset during the week of May 
27—June 2, to 55 cases with onset during the week of 
September 23-29 (the most recent period for which data 
were available). In addition, during March—September 
2007, three other military bases in Texas that received train- 
ees from LAFB reported a total of 220 cases of Ad14 illness 
(Air Force Institute for Operational Health, personal com- 
munication, 2007). However, whether Ad14 spread from 
LAFB to these three bases has not been determined. Ad14 
also was detected in April in an eye culture from an outpa- 
tient in the surrounding community who had respiratory 
symptoms and conjunctivitis. No link between this case 
and the LAFB cases was identified. 

Reported by: Oregon Dept of Human Svcs. Washington State Dept of 
Health Communicable Diseases. 37th Training Wing, 59th Hospital 
Wing, Air Force Institute for Operational Health, Epidemic and Outbreak 
Surveillance, US Air Force. Naval Health Research Center, US Navy. Texas 
Dept of State Health Sues. New York City Dept of Health and Mental 
Hygiene. Div of Viral Diseases, National Center for Immunization and 
Respiratory Diseases; Div of Healthcare Quality Promotion, National Center 
for Preparedness, Detection, and Control of Infectious Diseases; Career 
Development Div, Office of Workforce and Career Development, CDC. 

Editorial Note: Adenoviruses were first described in the 
1950s and are associated with a broad spectrum of clinical 
illness, including conjunctivitis, febrile upper respiratory 
illness, pneumonia, and gastrointestinal disease. Severe ill- 
ness can occur in newborn or elderly patients or in patients 
with underlying medical conditions but is generally not 
life-threatening in otherwise healthy adults. Adenoviruses 
are known to cause outbreaks of disease, including kerato- 
conjunctivitis, and tracheobronchitis and other respiratory 


diseases among military recruits (2,3). Although adenovi- 
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rus outbreaks in military recruits are well-recognized (3), 
infection usually does not require hospitalization and rarely 
requires admission to an ICU. Beyond the neonatal period, 
deaths associated with community-acquired adenovirus 
infection in persons who are not immunodeficient are 
uncommon and usually sporadic. 

Fifty-one adenovirus serotypes have been identified (4). 
lhe cases described in this report are unusual because they 
suggest the emergence of a new and virulent Ad14 variant 
that has spread within the United States. Ad14 infection 
was described initially in 1955 (5) and was associated with 
epidemic acute respiratory disease in military recruits in 
Europe in 1969 (6) but has since been detected infre- 
quently. For example, during 2001-2002, Ad14 was asso- 
ciated with approximately 8% of respiratory adenoviral 
infections in the pediatric ward of a Taiwan hospital, with 
approximately 40% of Ad14 cases in children aged 4-8 
years manifesting as lower airway disease (7). 

Che National Surveillance for Emerging Adenovirus 
Infections system includes military and civilian laboratories 
ut 15 sites. During 2004-2007, this surveillance system 
detected 17 isolates of Ad14 from seven sites (8). Ten of 
the 17 isolates (60%) were collected from three military 
bases (8). Despite this surveillance, adenovirus infections 
often go undetected, because few laboratories routinely test 
for adenovirus and even fewer do serotyping. Wider circu 
lation of Ad14 might have occurred in recent years and 
might still be occurring. 

Further work is needed to understand the natural his 
tory of Ad14, risk factors for severe Ad14 disease, and how 
Ad14 transmission can be prevented effectively. Vaccines 
\d4 and 


\d7) were used among military recruits during 1971-1999, 


against adenovirus serotypes rour ind seven (1.e. 


betore vaccines were no longer available. Adenoviral disease 
among U.S. military recruits subsequently increased (9). 
\d4 and Ad7 oral vaccines have been redeveloped and are 
being evaluated in clinical trials. Work is ongoing to detet 
mine whether the new Ad4 and Ad7 vaccines will protect 
against Ad14 infection. Management of adenoviral infec 
tions is largely supportive. A number of antiviral drugs, 
including ribavirin, vidarabine, and cidofovir, have been 
used to treat adenoviral infections such as Ad14, but none 
have shown definitive efficacy against adenoviruses (2). 
Control of adenovirus outbreaks can be challenging 
because these viruses can be shed in both respiratory secre 
tions and feces and can persist for weeks on environmental 
surfaces. Guidelines for the care of patients with pneumo 
nia (/0) should be followed in cases of suspected adenovi 


ral pneumonia. 


Clinicians with questions related to testing of patients 
for adenovirus or Ad14 infection should contact their state 
health departments, which can provide assistance. State 
health departments and military facilities should contact 
CDC to report unusual clusters of severe adenoviral disease 
or cases of Ad14 or to obtain additional information re- 


garding laboratory testing. 


References 

1. Metzgar D, Osuna M, Kajon AE. Abrupt emergence of diverse species 
B1 and B2 adenoviruses in US military recruit training centers. ] Infect 
Dis In press. 
Adenovirus. In: Mandell GL, Bennett JE, Dolin R, eds. Principles and 
practice of infectious disease. 6th edition. Philadelphia, PA: Churchill 
Livingstone; 2004 

3. Dingle JH, Langmuir AD. Epidemiology of acute, respiratory diseas« 


) 


in military recruits. Am Rev Respir Dis 1968;97(Suppl):1—65 


Kajon AE, Moseley JM, Metzgar D, et al. Molecular epidemiology of 


adenovirus type 4 infections it S military recruits in the ¢ 
tion era (1997 3). | Infect Dis 2007;196:67-75 
Van der Veen .ok G. Isolation and typing of 
from military 

lands. Am |] Hyg 

Hierholzer |< 

ite adenovirus 

in a military « 

Chen H, Chiou 

children: a study 

2002. | Trop Ped 

National Surv 


t http 


Gul 
2003. Recor 


tro Pr 





Racial Disparities in Diabetes 
Mortality Among Persons 
Aged 1-19 Years — 
United States, 1979-2004 


Diabetes is a chronic disease with a U.S. prevalence of 18 
cases per 10,000 youths aged <20 years (/). With proper 
management and access to care, morbidity and mortality 
from diabetes are preventable, particularly in the pediatric 


> 


population (2,3). Although diabetes is more common 


among non-Hispanic white youths, some studies report 
higher death rates among racial/ethnic minorities and among 
those in lower socioeconomic strata (3,4). In 2004, age 
adjusted diabetes death rates for black persons in the United 
States were approximately twice those for white persons 


(5). However, no recent studies on racial disparities 


» 11 j 1 
focus specifically on the pediatric population nave 
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conducted. To assess racial disparities in diabetes mortality 
among youths, CDC analyzed data on deaths with an 
underlying cause of diabetes among persons aged 1-19 years 
for the period 1979-2004. This report summarizes the 
results of that analysis, which determined that, during 
1979-2004, diabetes death rates for black youths were 
approximately twice those for white youths. During 2003- 
2004, the annual average diabetes death rate per 1 million 
youths was 2.46 for black youths and 0.91 for white youths. 
Further study is needed to discern the specific reasons for 
increased diabetes mortality in black youths. Better identi- 
fication and management of the disease among youths, 
especially among black youths, might help decrease racial 
disparities and prevent deaths from diabetes. 

To obtain stable estimates, diabetes death rates were cal- 
culated as 2-year annual averages for the period 1979-2004 
for all persons aged 1-19 years and for blacks and whites 
in that age group. The numbers of diabetes deaths in other 
racial groups were too small to obtain reliable estimates, 
and Hispanic origin was not recorded on death certificates 
in all states until 1997. Infants aged <1 year were excluded 
because of differences in estimating mortality rates among 
infants in the neonatal and postneonatal period, compared 
with children aged >1 year. Numbers of deaths for which 
diabetes was the underlying cause* and population esti- 
mates for calculation of rates were obtained from the CDC 
WONDER online database compressed mortality file of 
the National Vital Statistics System (NVSS). /nternational 
Classification of Diseases, Ninth Revision (ICD-9)* cause-of- 
death codes for diabetes mellitus (250) were used for 1979- 
1998, and /nternational Classification of Diseases, Tenth 
Revision (ICD-10)* codes (E10—E14) were used for 1999- 
2004. Trends over time for 2-year annual averages were 
assessed using Hudson’s algorithm in statistical software 
(6) to test whether trends were statistically significant 
(p<0.05) and to identify points (i.e., joinpoints) where 
trends changed during the study period. Previous analyses 
of the comparability of underlying cause-of-death classifi- 
cation between deaths coded using the ICD-9 system and 
those coded using the ICD-10 system have indicated that 





* Underlying cause is defined by the World Health Organization as the disease or 
injury that initiated the train of morbid events leading directly to death or the 
circumstances of the accident or violence that produced the fatal injury. The 
underlying cause is selected from the conditions entered by the physician in the 
cause-of-death section of the death certificate. When more than one cause or condition 
is entered by the physician, the underlying cause is determined by the sequence of 
conditions on the certificate, provisions of the /nternational Classification of Diseases, 
and associated selection rules and modifications. Additional information is available 
at http www.cdc.gov nchs/data/nvsr/nvsr49/nvsr49 08.pdf. 

Available at http://www.cdc.gov/nchs/about/major/dvs/icd9des.htm. 


Available at http://www.cdc.gov/nchs/about/major/dvs/icd10des.htm. 


the change from ICD-9 to ICD-10 in 1999 likely had little 
impact on the proportion of deaths attributed to diabetes 
for the age group included in this study and for blacks and 
whites of all ages (CDC, unpublished data, 2004).! There- 
fore, the period 1979-2004 was analyzed as a continuous 
trend. Rate ratios and 95% confidence intervals (CIs) for 
death rates of blacks compared with death rates of whites 
were calculated for each 2-year interval. Age-adjusted rates 
were examined and determined to be identical to crude 
rates. Thus, crude rates are presented in this report. 
During 1979-2004, diabetes death rates among persons 
aged 1-19 years ranged from 1.34 per million (annual 
average for 1979-1980) to 0.84 per million (1993-1994) 
(Table). During 2003-2004, an annual average of 89 dia- 
betes deaths occurred among persons aged 1-19 years (1.15 
per million), including 31 among black youths and 55 
among white youths. Trend lines for the entire population 
were similar to those for white youths and indicated a sig- 


nificant decrease in overall diabetes death rates during 


1979-1994, with an average annual percentage change 
(APC) of -2.7% (p<0.05) and a significant increase during 
1994-2004 (APC = +3.1%, p<0.05). Diabetes death rates 
were consistently higher for black youths compared with 
white youths (Figure), with rate ratios ranging from 1.56 
(CI = 1.05-2.31) during 1987-1988 to 2.72 (CI = 2.00- 
3.70) during 2001-2002 (Table). Trend analysis for black 
youths indicated a decrease in death rates during 1979- 
1998 (APC = -0.8%, p>0.05) but an increase after 1998 
(APC = +8.0%, p<0.05). Diabetes death rates for white 
youths decreased significantly during 1979-1994 
(APC = -3.0%, p<0.05) but did not change significantly 
during 1994-2004 (APC = +2.2%, p>0.05) (Figure). 
Reported by: 1 Akinbami, MD, SH Saydah, PhD, MS Eberhardt, 
PhD, National Center for Health Statistics; LL Polakowski, MD, EIS 
Officer, CDC. 

Editorial Note: Although diabetes deaths among youths 
were rare during 1979-2004, numbering less than an 
average of 80 per year for the entire period, diabetes death 
rates for black youths were consistently higher than those 
for white youths. Additionally, whereas diabetes mortality 
did not change substantially for white youths during 1994- 
2004, death rates for black youths increased significantly. 
A corresponding increase in black-white disparity was not 
observed in all-cause mortality for persons aged 1-19 dur- 


ing this period (CDC, unpublished data, 2004). Although 





s¢ ‘omparability ratio tables are available at ftp://ftp.cdc.gov/pub/health_statistics 
nchs/datasets/comparability/icd9_icd10. Information regarding the calculation 
of comparability ratios is available at http://www.cdc.gov/nchs/data/nvst/nvsr49 
nvsr49_08.pdf. 
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TABLE. Two-year annual average diabetes death rates* for persons aged 1-19 years, by race and death rate ratio (blacks compared 
with whites) — United States, 1979-2004 


2-year period All races (SE") Blacks (SE) Whites (SE) Rate ratio (95% Cl) 
1979-1980 1.34 (0.10) 2.13 (0.32) 1.24 (0.10) 1.72 (1.22-2.41) 
1981-1982 1.27 (0.10) 2.08 (0.32) 1.15 (0.10) 1.82 (1.28-2.57) 
1983-1984 1.04 (0.09) 1.59 (0.28) 0.96 (0.09) 1.66 (1.12-2.47) 
1985-1986 1.08 (0.09) 80 (0.30) 1.00 (0.10) 1.80 (1.23-2.62) 
1987-1988 1.08 (0.09) 58 (0.28) 1.02 (0.10) 1.56 (1.05-2.31) 
1989-1990 1.02 (0.09) 70 (0.29) 0.92 (0.09) 1.84 (1.26-2.71) 
1991-1992 0.99 (0.09) 86 (0.29) 0.86 (0.09) 2.15 (1.49-3.12) 
1993-1994 0.84 (0.08) 73 (0.28) 0.72 (0.08) 2.41 (1.65-3.54) 
1995-1996 0.97 (0.08) 87 (0.28) 0.80 (0.08) 2.33 (1.63-3.33) 
1997-1998 0.93 (0.08) 53 (0.25) 0.86 (0.09) 1.77 (1.21-2.57) 
1999-2000 1.12 (0.09) 1.94 (0.28) 1.02 (0.09) 1.90 (1.36-—2.66) 
2001-2002 1.20 (0.09) 2.56 (0.32) 0.94 (0.09) 2.72 (2.00-—3.70) 
2003-2004 1.15 (0.09) 2.46 (0.31) 0.91 (0.09) 2.79 (1.98-3.68) 
; Per 1,000,000 population 

. Standard error 

"Confidence interval 











FIGURE. Two-year annual average diabetes death rates* for occur among persons W ith short duration of the disease 


persons aged 1-19 years, by race — United States, 1979- (3 
2004 


,7). Therefore, this analysis included only underlying 
cause of death. 

The factors contributing to racial disparities in pediatric 
and adolescent diabetes mortality during 1979-2004 likely 
are complex. Possible explanations include differences in 
access to and use of health-care services (8) and differences 
in the quality of disease education and care (3). More 
in-depth analyses are needed to assess these factors and the 
effect of recent increases in type 2 diabetes among children 
in racial/ethnic minority groups (9). 

The findings in this report are subject to at least three 
limitations. First, deaths attributable to diabetes cannot 
be examined by the specific type of diabetes because of the 
small number of these deaths and the high percentage of 
pediatric and adolescent diabetes deaths unclassified by type 
(76% in 2004). Second, the use of NVSS data precludes 


adjustment of data comparing racial groups for potential 


* Per 1,000,000 population 

T Joinpoint trend line for black youths: annual percentage change (APC) 
in death rate = -0.8% (p>0.05) for 1979-1998 and APC = +8.0% (p<0.05) 
for 1998-2004 

3 Joinpoint trend line for white youths: APC in death rate = -3.0% (p<0.05) 
for 1979-1994 and APC = +2.2% (p>0.05) for 1994-2004 

1 Joinpoint (change in trend) 

** International Classification of Diseases, Tenth Revision 


confounders, such as socioeconomic status or health 
insurance status. Finally, this study could not determine 
the cause of the statistically significant increase in diabetes 
mortality among black youths during 1998-2004. This 


increase might be attributed to random variation, given 


implementation of new ICD-10 cause-of-death coding pro- the rarity of diabetes deaths in the 1-19 years age group 
cedures began in 1999, the coding change is probably not and the limited period during which the increase was 


the cause of the increase in diabetes deaths among black 
youths. 

Diabetes mortality among adults traditionally includes 
deaths for which diabetes was a contributing cause and those 
for which it was an underlying cause. For children, how- 
ever, diabetes deaths are less likely to be from consequences 
of long-standing diabetes (e.g., cardiovascular and cere- 
brovascular disease) and more likely to be from direct com- 


plications (e.g., ketoacidosis and hypoglycemia) and to 


observed. However, further evaluation of this trend is 
needed. 

hese findings demonstrate consistent racial disparities 
in diabetes mortality among youths in the United States 
during 1979-2004, although, in absolute numbers of 
deaths, the differences are not sizeable because of the rare 
occurrence of diabetes-related deaths in this population 
(annual average of 89 deaths during 2003-2004). How- 


ever, these disparities remain a public health concern for 
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two reasons. First, diabetes deaths among young persons 
are predominantly attributed to acute complications, such 
as ketoacidosis, and thus are preventable (3). Metabolic 
decompensation from acute diabetes complications is easy 
to recognize in young persons and requires quality care of 
high urgency but low technology (3). Second, incidence of 
type 2 diabetes in children and adolescents is increasing (9). 
Education of health professionals who care for youths, 
especially black youths, and improved public awareness of 
increasing diabetes incidence, particularly among minor- 
ity racial/ethnic groups, might improve identification of 
diabetes in black and other minority children and adoles- 
cents. These practices might lead to improved management 
of the disease and decreased morbidity and mortality among 
youths. 
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Progress Toward Poliomyelitis 
Eradication — India, 
January 2006-September 2007 


India is one of four countries where wild poliovirus (WPV) 


transmission has never been interrupted (the others are 
Afghanistan, Nigeria, and Pakistan) (/). An outbreak of 
poliomyelitis cases caused by WPV type 1 (WPV1) occurred 
in India in 2006, primarily in the northern states of Uttar 


Pradesh and Bihar, where polio remains endemic. This out- 
break resulted in the greatest annual number of cases of 
poliomyelitis in India since 2002. In response, the Gov- 
ernment of India and its partners implemented additional 
vaccination measures based on recommendations from the 
India Expert Advisory Group on Polio Eradication. These 
measures focused predominantly on use of monovalent oral 
poliovirus vaccine type 1 (mOPV1),* which has higher 
efficacy against WPV1 than trivalent OPV (tOPV) (2,3). 
As a result, WPV1 cases in India decreased approximately 
84% to 66 cases during January-September 2007, com- 
pared with 405 cases during the corresponding period in 
2006. In western Uttar Pradesh, a state in which multiple 
risk factors have made interruption of WPV transmission 
challenging, five WPV1 cases have been reported this year, 
compared with 299 during the same period in 2006. How- 
ever, a WPV type 3 (WPV3) outbreak also has been reported, 
with 261 cases occurring through September 30, 2007, 
primarily in the northern states where polio remains 
endemic. This report summarizes progress toward polio 
eradication in India during January 2006—September 2007 
and highlights the challenges and strategic adaptations of 
eradication measures (4). 


Acute Flaccid Paralysis (AFP) Surveillance 

AFP surveillance’ is fundamental to monitoring progress 
toward polio eradication; surveillance quality is monitored 
according to World Health Organization (WHO) operational 
targets.» The national nonpolio AFP rate (i.e., the number 
of nonpolio AFP cases per 100,000 population aged 
<15 years) was similar during January—December 2006 (7.35 
cases) and January—September 2007 (7.83 cases). In 2006 
and 2007, nonpolio AFP rates were highest in Uttar Pradesh 
(15.80 cases and 15.32 cases, respectively) and Bihar (19.00 
cases and 20.97 cases, respectively). Adequate stool- 
specimen collection nationally was 82% in 2006 and 85% 
during January—September 2007. 





*mOPV contains polio vaccine virus of either type 1 or type 3 only. mOP\ 

provides greater WPV type-specific immunity per dose than tOPV. 
The AFP surveillance system tracks any case of AFP in a child aged <15 years or 
any case of paralytic illness in a person of any age when polio is suspected. 
Additional information regarding AFP surveillance is available at http://www. 
polioeradication.org/content/fixed/afp.shtml. 

‘The current WHO operational target for countries with endemic polio 
transmission is a nonpolio AFP rate of at least two cases per 100,000 population 
aged <15 years and adequate stool-specimen collection from >80% of AFP cases, 
in which two specimens are collected >24 hours apart, both within 14 days of 
paralysis onset, and shipped on ice or frozen ice packs to a WHO-accredited 
laboratory, arriving in good condition. When operational targets for nonpolio 
AFP incidence and specimen collection are reached or exceeded in all areas, little 
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Virologic testing of stool specimens from AFP patients 
in India is conducted at eight laboratories, all of which are 
accredited by WHO as part of the Global Polio Laboratory 
Network (5). These laboratories have had an increased 
workload, with 62,642 specimens processed in 2006 and 
58,966 specimens processed during January—September 
2007, compared with 52,516 in 2005. Despite this 


workload, laboratories reported a primary virus isolation 


result within 28 days of receipt of specimen for 99% of 


specimens in 2006. The mean interval from receipt of pri- 


mary isolation results to final intratypic differentiation of 


poliovirus (i.e., wild or vaccine related) was 8.3 days in 
20006. 


WPV Incidence 


In 2006, India reported a total of 676 polio cases from 


114 districts. In 2007, India had reported 326 polio cases 


from 68 districts, with onset of paralysis during January 


1-September 28, compared with 416 cases from 73 dis- 


tricts for the same period in 2006 (Figures 1 and 2). The 


majority of cases occurred in children aged <2 years in both 


2006 (69%) and 2007 (63%). 

WPVI1. In 2006, a total of 648 (96%) reported polio 
cases were WPV1; of these, 581 (85%) occurred in Uttar 
Pradesh (520 cases) and Bihar (61 cases). The tenfold 
increase in WPV1 circulation in 2006 compared with 2005 
(648 cases versus 62 cases) was the result of an outbreak 
that originated in western Uttar Pradesh and spread to the 
rest of Uttar Pradesh and 15 other states. 

As of October 20, 2007, a total of 66 WPV1 cases had 
been reported from 40 districts, compared with 405 cases 
from 73 districts during the same period in 2006. In Uttar 
Pradesh, 21 WPV1 cases had been reported in 2007, com- 
pared with 347 for the same period in 2006. Although the 
typical peak season for poliovirus transmission is June 
September, only five of the 21 cases (24%) in 2007 
occurred during this period. Within western Uttar Pradesh, 
only five cases of WPV1 have been reported in 2007, com- 
pared with 299 cases for the same period in 2006 and 19 


cases for the same period in 2005. However, WPV1 con- 


FIGURE 1. Wild poliovirus (WPV) cases — India, January—-December 2006 and January—September 2007* 














* As of October 20, 2007 
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FIGURE 2. Number of wild poliovirus (WPV) cases, by type, 
month, and year of onset and type of supplementary 
immunization activity* — India, January 2002—September 2007 
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*Mass campaign conducted during a brief period (days to weeks) in 
which 1 dose of oral poliovirus vaccine is administered to all children 
aged <5 years, regardless of vaccination history. The geographic extent 
of campaigns (national or subnational) is determined by analysis of sur- 
veillance data. 

As of October 20, 2007. 


tinues to circulate in Bihar, where 33 (50%) of the 66 
WPV1 cases have been reported this year, compared with 
28 cases for the same period in 2006. Of 433 blocks’ within 
Bihar, 268 (62%) have not reported any WPV1 cases since 
2001, 93 (21%) have reported only a single case, and 72 
(16%) are blocks at high risk for recurrence of WPV1. 

WPV3. In 2006, a total of 28 WPV3 cases were reported, 
all from districts of western Uttar Pradesh. However, in 
2007, the number of WPV3 cases has increased to 261, 
with 231 (83%) occurring in western Uttar Pradesh. Dur- 
ing the peak transmission season (June—September), WPV3 
spread to areas outside of western Uttar Pradesh, with seven 
cases reported in the neighboring areas of Delhi, 
Uttarakhand, Haryana, and Rajasthan; three cases in cen- 
tral Uttar Pradesh; and 23 cases in Bihar. Before this 
importation, no cases of WPV3 had been reported in Bihar 
since January 2004. 


Immunization Activities 


Reported routine vaccination coverage of infants with 3 
doses of OPV was 68% in India in 2006 (6). In Bihar and 
Uttar Pradesh, coverage was lower (48% and 44%, respec- 





Administrative divisions within districts; high-risk blocks are those with at least 
two polio cases from 2001 until week 28 of 2007. 


tively). India continues to implement strategies to improve 


routine vaccination services in these areas (3). 

In 2006, India conducted 10 supplementary immuniza- 
tion activities (SIAs),** which included two rounds of 
national immunization days (NIDs), targeting 172 mil- 
lion children, and eight rounds of subnational immuniza- 
tion days (SNIDs) in areas with detected WPV circulation 
or areas at high risk for WPV circulation. During January— 
September 2007, India conducted nine SIAs (two rounds 
of NIDs and seven of SNIDs) (Figure 3). 

Since mOPV1 and monovalent oral poliovirus vaccine 
type 3 (mOPV3) became licensed in India in 2005, their 
use has become an integral part of SIAs in Uttar Pradesh, 
Bihar, and areas with transmission of imported virus. SNIDs 
have been conducted every 3—6 weeks in Uttar Pradesh 
and Bihar, primarily with mOPV1. One SNID round in 
2006 (December) and two SNID rounds in 2007 (March 
and July) with mOPV3 were conducted in selected dis- 
tricts of western Uttar Pradesh and neighboring states with 
WPV3 circulation. Five SIA rounds with tOPV were con- 
ducted in central and eastern Uttar Pradesh during 2006, 
and one SNID round with tOPV was conducted in April 
2007 in all of Uttar Pradesh. In Bihar, nine SIAs using 
mOPV1 have been conducted in 2007. SNIDs with 
mOPV3 were conducted in October 2007 after confirma- 
tion of WPV3 cases. In addition, in 2007, a new vaccina- 
tion strategy targeting migrant populations was 
implemented in two SNIDs. A total of 1.4 million chil- 
dren were administered mOPV1 in the states of Gujarat, 
Haryana, and Punjab, which have numerous migrant 
laborers from Uttar Pradesh and Bihar. 

SIA quality’? has improved from 2006 to 2007. The 
percentage of missed houses in Moradabad SS in western 
Uttar Pradesh decreased approximately 50%, from 12% in 
January 2006 to 6% in April 2007; the percentage of missed 
houses remained at 6%-8% during all subsequent rounds. 
In Bihar, the percentage of missed houses remained at 
approximately 12%-14% (3). 

Reported by: Ministry of Health and Family Welfare, Government of 
India; National Polio Surveillance Project; Immunization and Vaccine 





“* Mass campaigns conducted during a brief period (days to weeks) in which 1 
dose of OPV is administered to all children aged <5 years, regardless of vaccination 
history. The geographic extent of campaigns (national versus subnational) is 
determined by analysis of surveillance data. OPV is administered at fixed sites, 
by mobile teams during house-to-house visits, and by teams at transit points 
(e.g., train stations or markets). 

SIA quality is defined by the percentage of houses detected, after a vaccination 
activity has been completed, with a child who might not have been vaccinated. 

SS Moradabad is a densely populated district in Uttar Pradesh with an underserved 
population (i.e., a population with low socioeconomic standing, marginalized 
status, and poor sanitation). 
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FIGURE 3. Number of supplementary immunization activity (SIA)* rounds, by vaccine used and district — Uttar Pradesh, Bihar, and 


surrounding states, India — January 2006—September 2007 














*Mass campaign conducted during a brief period (days to weeks) in which 1 dose of oral poliovirus vaccine is administered to all children aged <5 years, 


, regardless of vaccination history 
. Monovalent OPV type 1 
« lrivalent OPV 

Monovalent OPV type 3 


Deve lopment Dept, WHO Regional Office for South-East Asia; UNICEE 
New Delhi; Poliovirus Laboratory Network, Ahmedabad, Bangalore, 
Chennai, Coonoor, Kasauli, Kolkata, Lucknow, and Mumbai, India. 
Vaccines and Biologicals Dept, WHO, Geneva, Switzerland. Div of Viral 
Diseases and Global Immunization Div, National Center for Immunization 
and Respiratory Diseases; AE Sever, MD, EIS Officer, CD 

Editorial Note: India has continued to make progress 
towards polio eradication despite a WPV1 outbreak in 2006 
and an ongoing WPV3 outbreak in 2007. Based on recom- 
mendations of the Global Advisory Committee on Polio 
Eradication and the India Expert Advisory Group on Polio 


Eradication, India has prioritized elimination of WPV1 


because this virus type has a greater likelihood of causing 
Yt t 


o 


paralytic disease, has been responsible for >90% of polio 
cases in the country during the past 5 years, and has been 
the source for reinfection of six polio-free countries (Angola, 
Bangladesh, Democratic Republic of the Congo, Myanmar, 
Namibia, and Nepal). Consequently, the intensified use of 
mOPV1 during frequent, large-scale SIAs coupled with 
improvements in the quality and consistency of SIA cover- 
age has been critical to substantially curtailing the out- 
break of WPV1. For the first time, this strategy has led to 
record low numbers of WPV1 cases in the areas that previ- 
ously had the highest incidence. The limited number of 
WPV1 cases in western Uttar Pradesh and the continued 
decline of WPV1 incidence throughout the peak transmis- 


sion season suggest that an unprecedented opportunity 
exists to end WPV1 transmission in Uttar Pradesh. 
Transmission of WPV1 in Bihar continues despite intensi- 
fied measures. However, after the series of mOPV1 SIAs imple- 
mented during 2006 and 2007, WPV1 transmission is 
primarily localized in four north/central districts. Eradica- 
tion activities in high-risk blocks of Bihar are hindered by 
several operational difficulties, including extensive flooding 
during the rainy season. Both Uttar Pradesh and Bihar 
remain areas at risk for ongoing transmission because of mul- 
tiple factors, including high population density, a large birth 
cohort, poor sanitation, and high population mobility. 
The current WPV3 outbreak is not unexpected. Routine 
vaccination rates in Uttar Pradesh and Bihar remain low, 
and the SIA strategy has focused on WPV1 elimination 
with preferential mOPV1 use for most rounds in areas of 
WPV transmission. Because of its higher level of transmis- 
sibility, WPV1 is more likely to result in wide geographic 
spread than WPV3. Most of the WPV3 cases in 2007 
occurred in certain districts of western Uttar Pradesh that 
had never conducted an mOPV3 SIA until July 2007. 
More frequent, higher quality SIAs have contributed to 
decreased transmission of WPV. Since early 2006, inter- 
ventions such as involvement of volunteer public health 
workers in Uttar Pradesh and Bihar, categorization and 


tracking of houses with missed children, vaccination of 
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children at congregation and transit sites, and improved 
identification and vaccination of migratory populations have 
been implemented. In addition, the governments of Uttar 
Pradesh and Bihar have begun tracking newborns to 
increase the number of children aged <2 years who are 
vaccinated 
he progress toward elimination of WPV1 in western Uttar 
Pradesh indicates that poliovirus transmission can be inter- 
‘upted in India. Sustaining this progress in Uttar Pradesh, 
reducing the number of WPV1 cases in Bihar, and control- 
ling the WPV3 outbreak are critical. Judicious, intermittent, 
nd timely use of WPV type-specific mOPV, guided by epi- 
demiology, are essential to stopping WPV1 and WPV3 trans- 
ssion in India in the near future. Eradication of polio in 
ll require continued diligence and collaboration 
among the Government of India, governments of Uttar 
Pradesh and Bihar, and partner organizations. "4 
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West Nile Virus Update — 
United States, 
January 1-November 13, 2007 


Chis report summarizes 2007 West Nile virus (WNYV) 
Mountain Standard Time, November 13, 2007. A 

of 43 states had reported 3,304 cases of human WN\ 
to CD¢ 


for which such data were available occurred in males; 


(Figure, Table). A total of 1,803 (55%) 


age of patients was 51 years (range: 1 month—97 


Dates of illness onset ranged from January 8 to 


November 6; a total of 93 cases were fatal. 


FIGURE. Areas reporting West Nile virus (WNV) activity — 
United States, 2007* 
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*As of November 13, 2007 


A total of 286 presumptive West Nile viremic blood do- 
nors (PVDs) have been reported to ArboNET during 2007. 
Of these, 46 were reported from California; 40 from Texas; 
24 from North Dakota; 21 from South Dakota; 20 from 
Colorado; 17 from Minnesota; 16 from Oklahoma; 13 each 
from Arizona, Mississippi, and Montana; 12 from Missouri; 
eight from Louisiana; seven from Ohio; five each from Iowa, 
Kentucky, and Utah; four from New Mexico; three each 
from Puerto Rico and Wyoming; two each from Indiana 
and Pennsylvania; and one each from Illinois, New York, 
North Carolina, South Carolina, Tennessee, Virginia, and 
Wisconsin. Of the 286 PVDs, two persons (median age: 
66 years [range: 60-71 years}) subsequently had 
neuroinvasive illness, and 59 persons (median age: 48 years 
(range: 16-79 years]) subsequently had West Nile fever. 

In addition, 1,599 dead corvids and 473 other dead birds 
with WNYV infection have been reported in 34 states and 
New York City during 2007. WNV infections have been 
reported in horses in 33 states; in four canines in Idaho, 
Mississippi, and Oregon; in 27 squirrels in California and 
Oregon; and in three unidentified animal species in Idaho 
and Montana. WNV seroconversions have been reported 
in 764 sentinel chicken flocks in 11 states (Arizona, Arkansas, 
California, Delaware, Florida, lowa, North Carolina, North 
Dakota, Oregon, Utah, and Virginia) and Puerto Rico. A 
total of 7,772 WNV-positive mosquito pools have been 
reported from 36 states, the District of Columbia, and New 
York City. 

Additional information about national WNV activity is 
available from CDC at http://www.cdc.gov/ncidod/dvbid/ 


westnile/index.htm and at http://westnilemaps.usgs.gov. 


—* 
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TABLE. Number of human cases of West Nile virus (WNV) 
iliness, by state — United States, 2007* 


West Other Total 
Neuroinvasive Nile clinical/ reported 
State disease’ fever’ unspecified’ to CDC** Deaths 


Alabama 16 6 0 22 
Arizona 39 22 85 
Arkansas 13 6 19 
California 151 213 371 
Colorado 

Connecticut 

Delaware 

Florida 

Georgia 

Idaho 

illinois 

Indiana 

lowa 

Kansas 

Kentucky 

Louisiana 

Maryland 

Massachusetts 

Michigan 

Minnesota 

Mississippi 

Missouri 

Montana 

Nebraska 

Nevada 

New Jersey 

New Mexico 

New York 

North Carolina 

North Dakota 

Ohio 

Oklahoma 

Oregon 

Pennsylvania 

Rhode Island 

South Carolina 

South Dakota 

Tennessee 

Texas 

Utah 27 

Virginia 2 

Wisconsin 5 

Wyoming 15 152 


Total 1,082 2,146 
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* As of November 13, 2007 

' Cases with neurologic manifestations (i.e., West Nile meningitis, West 
Nile encephalitis, and West Nile myelitis) 

3 Cases with no evidence of neuroinvasion 

1 Ilinesses for which sufficient clinical information was not provided 

** Total number of human cases of WNV iliness reported to ArboNET by 
state and local health departments 


Notice to Readers 





National Family History Day — 
Thanksgiving Day 

Beginning in 2004, Thanksgiving Day was declared 
National Family History Day by the U.S. Surgeon General 
to encourage families to discuss their health histories. 
Although 96% of persons in the United States believe that 
knowing their family history is important, only one third 
of them have ever tried to gather and write down their fam- 
ily health history (J). 

The Office of the Surgeon General, in collaboration with 
several agencies in the U.S. Department of Health and 
Human Services, developed a tool for recording family health 
information (available at https://familyhistory.hhs.gov). In 
addition, in 2002, CDC’s National Office of Public Health 
Genomics (NOPHG) launched the Family History Public 
Health Initiative, which collaborates with government agen- 
cies, public health organizations, universities, and the pri- 
vate sector to assess and promote the use of family history 
for improving the health of the U.S. population. Family 
history resources and tools are available from NOPHG at 
http://www.cdc.gov/genomics/ public/famhist.htm. 

To extend this initiative to children, CDC’s National 
Center on Birth Defects and Developmental Disabilities 
sponsored a meeting in 2006 to assess the use of family 
history information in pediatric primary care and to evalu- 
ate medical conditions that could serve as models for using 
this information in pediatric and public health settings (2). 
A supplement to the September 2007 issue of Pediatrics 
contains articles based on the findings from the meeting. 
Access to the Pediatrics supplement and additional infor- 
mation regarding the 2006 meeting are available at 
http://www.cdc.gov/ncbddd/bd/family_history.htm. 
References 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Estimated Percentage of Aduiits Aged >18 Years With Asthma,* 
by Sex and Race/Ethnicity — National Health Interview Survey, 
United States, 2006t 


@ Men 


0 Women 


Percentage 


Hispanic White, non-Hispanic Black, non-Hispanic 


Race/Ethnicity 


J on response to the following question: “Have you ever been told by a 
ther health professional that you had asthma? 
ites were age adjusted using the 2000 U.S. population as the standard 
n and four age groups: 18-44 years, 45-64 years, 65-74 years, and 
rs. Estimates were based on household interviews of a sample of the 
stitutionalized, U.S. civilian population. Persons of unknown asthma status 
ncluded 


dence interval 


g Hispanic, non-Hispanic black, and non-Hispanic white adults, women were more likely than 
have asthma. Overall, Hispanics were less likely than non-Hispanic whites and non-Hispanic blacks 


a sinma 


SOURCE: National Health Interview Survey, 2006. Information available at http://www.cdc.gov/nchs/nhis.htm 
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TABLE I. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 
week ending November 10, 2007 (45th Week)* 





5-year 


Current Cum weekly Total cases reported for previous years 





week 2007 average’ 2006 2005 2004 2003 2002 States reporting cases during current week (No.) 


Disease 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending November 10, 2007, and November 11, 2006 
(45th Week)* 





Chlamydia‘ Coccidioidomycosis Cryptosporidiosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2007 2006 week Max 2007 2006 week Med Max 2007 


United States 0,468 25 882,384 886,373 4 658 6.318 6,911 89 83 963 9,376 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 10, 2007, and November 11 


(45th Week)* 


2006 





Giardiasis 


Gonorrhea 


Haemophilus influenzae, invasive 
All ages, all serotypes 





Previous 
Current 


Reporting area week Med Max 


Previous 


Current 


week Med 


52 weeks 


Cum 


Max 2007 


Previous 
_S2weeks_  C 
Med Max 


Current 
week 


Cum 
2006 





United States 205 305 


New England 7 25 
Connecticut ° 
Maine 

Massachusetts 

New Hampshire 

Rhode Island 

Vermont 


Mid. Atlantic 

New Jersey 

New York (Upstate 
New York City 
Pennsylvania 


E.N. Central 
Iilinots 
indiana 
Michigan 
Ohio 


Wisconsin 


W.N. Central 
lowa 

Kansas 
Minnesota 
Missouri 
Nebraska 
North Dakota 
South Dakota 


S. Atlantic 
Delaware 

District of Columbia 
Florida 

Georgia 

Maryland 

North Carolina 
South Carolina 
Virginia 

West Virginia 


E.S. Central 
Alabama 
Kentucky 
Mississippi 
Tennessee 


W.S. Central 
Arkansas 
Louisiana 
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Texas 
Mountain 
Arizona 
Colorado 
idaho 
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Nevada 
New Mexico 
Utah 
Wyoming 


BSSak 


NMyo—- ~ 
on ® 1 oOnw 


© ¢ 


on on 
N= -N 
Oon sl -WO® 


3S 
D> o 


Pacific 

Alaska 
California 

Hawaii 

Oregon 
Washington 
American Samoa 
C.N.M.1| 

Guam 

Puerto Rico 

U.S. Virgin Islands 
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113 


66 41 
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6,674 


109 


8,941 


259 
204 


8 
96 
8 
18 





C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable No reported cases 
* Incidence data for reporting year 2007 are provisional 


N: Not notifiable 


Cum: Cumulative year-to-date cx 


unts 


Med: Mediar 


Data for H. influenzae (age <5 yrs for serotype b, nonserotype b, and unknown serotype) are available in Table 
Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 10, 2007, and November 11, 2006 
(45th Week)* 





Hepatitis (viral, acute), by type* 
A 8 Legionellosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Max 2007 2006 week Med Max 2007 2006 week Med 2007 2006 


United States 201 2,381 3,048 3,411 3,818 37 


New England 108 167 65 106 
Connecticut 25 37 28 44 
Maine 3 8 11 22 
Massachusetts 49 80 4 19 
New Hampshire 22 5 9 
Rhode Islands 12 13 9 
Vermont 8 4 3 


Mid. Atlantic 347 
New Jersey 97 
New York (Upstate) 80 
New York City 111 
Pennsylvania 59 


E.N. Central 314 
Illinois 94 
indiana 24 
Michigan 107 
Ohio 48 
Wisconsin 41 
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Utah 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases. _N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 
, Incidence data for reporting year 2007 are provisional 

Data for acute hepatitis C, viral are available in Table | 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 10, 2007, and November 11, 2006 


(45th Week)* 





Lyme disease Malaria 


Meningococcal disease, invasive' 
All serogroups 








Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks 
Reporting area week Max 2007 2006 week Med Max 


Previous 
Current 52 weeks Cum Cum 
week Med Max 2007 2006 





United States 1,218 17,912 17,500 13 


New England 7 296 3,234 4,059 
Connecticut 1 214 1,573 1,627 
Maine 9 61 436 238 
Massachusetts 2 27 211 1,410 
New Hampshire 81 739 
Rhode Island’ - 151 
Vermont - 124 


Mid. Atlantic 5 021 
New Jersey . / 6 942 
New York (Upstate) g 994 
New York City 169 
Pennsylvania 916 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 


U: Unavailable. —:Noreported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median 


; Incidence data for reporting year 2007 are provisional 


. Data for meningococcal disease, invasive caused by serogroups A, C, Y, & W-135; serogroup B; other serogroup; and unknown 


“ Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 


Max: Maximum 


serogroup are available in T 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 10, 2007, and November 11, 2006 
(45th Week)* 





Pertussis Rabies, animal Rocky Mountain spotted fever 
Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area Med Max 2007 Med Max 2007 week Med Max 2007 
United States 172 7,495 18 94 1 4,328 6 2 211 1,779 
513 ) 10 4 


0 
0 
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New England 28 7 1,175 - 8 11 
Connecticut 1 < 59 } 3 

Maine 1 : 71 

Massachusetts 23 ¢ 928 

New Hampshire - 1 50 

Rhode Island’ 0 20 

Vermont’ 0 47 


Mid. Atlantic 23 
New Jersey - 3 
New York (Upstate) 11 
New York City . 2 
Pennsylvania 


E.N. Central 
Illinois 
Indiana 
Michigan 
Ohio 
Wisconsin 


W.N. Central 
lowa 
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North Dakota 
South Dakota 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable No reported cases. _N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 
* incidence data for reporting year 2007 are provisional 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE li. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 10, 2007, and November 11, 2006 
(45th Week)* 





Salmonellosis Shiga toxin-producing E. coli (STEC)' Shigellosis 


Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2007 2006 week Med Max 2007 2006 week Med Max 2007 


United States 2,338 37,988 38,381 336 3,882 3,546 1,287 14,383 


New England 2,009 2,050 67 263 262 222 
Connecticut . 373 503 61 61 75 38 
Maine’ 127 116 4 35 41 14 
Massachusetts - 1,198 1,084 10 130 94 144 
New Hampshire O44 197 20 25 5 
Rhode Island® 94 83 6 8 18 
Vermont’ 73 67 11 19 3 


Mid. Atlantic 4,892 4,796 403 427 635 
New Jersey 723 994 48 110 114 
New York (Upstate) 1,290 1,164 185 152 140 
New York City 1,226 1,129 41 42 231 
Pennsylvania 1,653 1,509 123 150 


E.N. Central 4,915 4,988 569 610 1,941 
lilinois 1,498 1,407 84 100 457 
Indiana 652 783 92 126 
Michigan 793 891 82 63 
Ohio 1,198 1,095 
Wisconsin 774 812 


W.N. Central 2,477 2,362 
lowa 416 415 
Kansas 368 324 
Minnesota 612 617 
Missouri 671 675 
Nebraska‘ 230 
North Dakota % 
South Dakota 144 


S. Atlantic 10,289 
Delaware 127 
District of Columbia 16 
Florida 4,176 
Georgia 1,840 
Maryland® 784 
North Carolina 1,368 
South Carolina’ 920 
Virginia’ 890 
West Virginia 168 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable. —:No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum. 
; Incidence data for reporting year 2007 are provisional. 

includes E. coli 0157:H7; Shiga toxin-positive, serogroup non-O157; and Shiga toxin-positive, not serogrouped. 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS). 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 10, 2007, and November 11, 2006 


(45th Week)* 





Reporting area 


Streptococcal disease, invasive, group A 


Streptococcus pneumoniae, invasive disease, nondrug resistant' 


Age <5 years 





Current 
week 


Previous 
52 weeks 
Med Max 





Previous 
52 weeks 
Med 


Cum Current 


week 





United States 


New England 
Connecticut 
Maine 
Massachusetts 
New Hampshire 
Rhode Island 
Vermont 


Mid. Atlantic 

New Jersey 

New York (Upstate 
New York City 
Pennsylvania 


E.N. Central 
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C.N.M.1 


V Commonwealth of Northern Mariana Islands 


Unavaiable 


-: No reported cases 


N: Not notifiable 


ence data for reporting year 2007 are provisional 


ides cases of invasive pneumococcal disease, in children aged « 


NNDSS event code 11717) 
Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 


Cum: Cumulative year-to-date counts Med: Median Max: Maximum 


5 years, caused by S. pneumoniae, which is susceptible or for which susceptib 


ility 


uty 


testing is no 


t 


available 
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 10, 2007, and November 11, 2006 
(45th Week)* 





Streptococcus pneumoniae, invasive disease, drug resistant' 
All ages Age <5 years Syphilis, primary and secondary 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks 
Reporting area week Med Max 2007 2006 week Med Max 2007 2006 week Med Max 


United States 28 1,984 2,076 391 < 155 


New England 11 
Connecticut 
Maine 
Massachusetts 
New Hampshire 
Rhode Island® 
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New York (Upstate) 
New York City 
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U.S. Virgin Islands 


C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable. —:Noreportedcases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 
‘ Incidence data for reporting year 2007 are provisional 

, Includes cases of invasive pneumococcal disease caused by drug-resistant S. pneumoniae (DRSP) (NNDSS event code 11720) 

* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE li. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 10, 2007, and November 11, 2006 
(45th Week)* 





West Nile virus disease’ 
Varicella (chickenpox) Neuroinvasive Nonneuroinvasive® 
Previous Previous Previous 

Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 

Reporting area week Med Max 2007 2006 week Med Max 2007 2006 week Med Max 2007 
United States 447 2,813 29,304 38,576 1,087 1,487 1 
New England 15 124 607 3,704 7 9 
Connecticut - 76 1,397 4 7 
2 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases. NN: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 
; Incidence data for reporting year 2007 are provisional 
Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases (ArboNET Surveillance). Data 
for California serogroup eastern equine, Powassan, St. Louis, and western equine diseases are available in Table | 
Not notifiable in all states. Data from states where the condition is not notifiable are excluded from this table, except in 2007 for the domestic arboviral diseases and influenza- 
« associated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are available at http://www.cdc.gov/epo/dphsi/phs/infdis.htm 
Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending November 10, 2007 (45th Week) 





All causes, by age (years) 


All causes, by age (years) 





Reporting Area 


All 
Ages 





| >65 = 





25-44 1-24 | <1 





P&it 
Total 


Reporting Area 





All 








New England 
Boston, MA 
Bridgeport, CT 
Cambridge, MA 
Fall River, MA 
Hartford, CT 
Lowell, MA 
Lynn, MA 

New Bedford, MA 
New Haven, CT 
Providence, Ri 
Somerville, MA 
Springfield, MA 
Waterbury, CT 
Worcester, MA 


Mid. Atlantic 
Albany, NY 
Allentown, PA 
Buffalo, NY 
Camden, NJ 
Elizabeth, NJ 
Erie, PA 

Jersey City, NJ 
New York City, NY 
Newark, NJ 
Paterson, NJ 
Philadelphia, PA 
Pittsburgh, PAS 
Reading, PA 
Rochester, NY 
Schenectady, NY 
Scranton, PA 
Syracuse, NY 
Trenton, NJ 
Utica, NY 
Yonkers, NY 


E.N. Central 
Akron, OH 
Canton, OH 
Chicago, IL 
Cincinnati, OH 
Cleveland, OH 
Columbus, OH 
Dayton, OH 
Detroit, MI 
Evansville, IN 
Fort Wayne, IN 
Gary, IN 
Grand Rapids, MI 
Indianapolis, IN 
Lansing, MI 
Milwaukee, WI 
Peoria, IL 
Rockford, IL 
South Bend, IN 
Toledo, OH 
Youngstown, OH 


W.N. Central 
Des Moines, IA 
Duluth, MN 
Kansas City, KS 
Kansas City, MO 
Lincoln, NE 
Minneapolis, MN 
Omaha, NE 

St. Louis, MO 
St. Paul, MN 
Wichita, KS 


531 370 
116 74 
31 19 
16 10 
17 16 
51 37 
23 17 
11 6 
32 25 
50 38 
51 36 

3 2 
39 25 
34 24 
57 41 


1,964 
54 

15 
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S. Atlantic 
Atlanta, GA 
Baltimore, MD 
Charlotte, NC 
Jacksonville, FL 
Miami, FL 
Norfolk, VA 
Richmond, VA 
Savannah, GA 
St. Petersburg, FL 
Tampa, FL 
Washington, D.C 
Wilmington, DE 


E.S. Central 
Birmingham, AL 
Chattanooga, TN 
Knoxville, TN 
Lexington, KY 
Memphis, TN 
Mobile, AL 
Montgomery, AL 
Nashville, TN 


W.S. Central 
Austin, TX 

Baton Rouge, LA 
Corpus Christi, TX 
Dallas, TX 

Ei Paso, TX 

Fort Worth, TX 
Houston, TX 
Little Rock, AR 
New Orleans, LA" 
San Antonio, TX 
Shreveport, LA 
Tulsa, OK 


Mountain 
Albuquerque, NM 
Boise, ID 
Colorado Springs, CO 
Denver, CO 

Las Vegas, NV 
Ogden, UT 
Phoenix, AZ 
Pueblo, CO 

Salt Lake City, UT 
Tucson, AZ 


Pacific 
Berkeley, CA 
Fresno, CA 
Glendale, CA 
Honolulu, Hi 
Long Beach, CA 
Los Angeles, CA 
Pasadena, CA 
Portland, OR 
Sacramento, CA 
San Diego, CA 
San Francisco, CA 
San Jose, CA 
Santa Cruz, CA 
Seattle, WA 
Spokane, WA 
Tacoma, WA 


Total 


Ages | >65 
985 601 
114 57 
144 76 
114 79 
118 68 

U U 
53 36 
55 34 
49 38 
38 27 
172 106 
110 67 
18 13 


847 572 


76 58 
100 66 
7 20 


80 50 
54 36 
97 


54 
24 
47 


61 


—y 
/ 


51 
U 


45 
85 


88 

44 

45 

48 

191 

2 24 


27 
60 
90 


40 

121 
149 806 
17 10 
U U 
U U 
53 43 
66 44 
U U 
2 15 
121 79 
149 108 
105 
111 80 
170 131 
26 17 
72 45 
69 51 
108 78 


10,466** 6,889 


Pe OU am | <1 
268 


43 
44 
20 
35 
U 
9 
16 
8 
9 
46 
34 
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U: Unavailable. 


—:No reported cases. 


* Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of >100,000. A death is reported by the place of its 
occurrence and by the week that the death certificate was filed. Fetal deaths are not included. 


* Pneumonia and 


influenza 


* Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks 


* Because of Hurricane Katrina, weekly reporting of deaths has been temporarily disrupted. 


** Total includes unknown ages 
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FIGURE |. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals November 10, 2007, with historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Giardiasis 882 


< 
Hepatitis A, acute 100 
Hepatitis B, acute 208 
Hepatitis C, acute 28 
Legioneliosis 132 
Measies* 
Meningococcal disease 


Mumps 


Pertussis 





. 
0.25 0.5 
Ratio (Log scale) 
t Beyond historical limits 


* No measles cases were reported for the current 4-week period yielding a ratio for week 45 of zero (0) 

T Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week 
periods for the past 5 years). The point where the hatched area begins is based on the mean and two standard 
deviations of these 4-week totals 
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